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ABSTRACT
Objectives: The aim of this review was to identify healthcare management barriers, challenges
and obstacles in the development of health partnerships in community intervention projects.
Methods:We conducted an integrative review using the following data sources: PubMed, B-on,
Medline and EBSCOhost. The keywords in the search were: Health Partnerships AND Community
Health AND Primary Health Care. We grouped results based on six categories: Environment;
Membership; Process and structure; Purpose; Communication; Resources.
Findings: The search conducted identified 844 articles. After being submitted to the first filter,
and applying the exclusion and inclusion criteria, a total of 56 were reviewed. Of these, 44 dealt
with aspects relating to Environment. In 53 articles it was referred that the relationship partners
were key to the development of partnerships. Factors relating to the process of collaboration
were found in 45, while factors related to structural elements were mentioned in 40 articles.
31 identified factors relating to purpose. Communication was highly discussed, appearing in
34 articles. Factors relating to resources were given great importance in the literature,
appearing in 48. In 23, the subject of leadership.
Conclusions: The literature reviewed highlighted that dimensions such as relationships,
commitment, communication, funding, and structure are key in the long-term sustainability
of the partnership. However, more studies are needed.
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Background

The growing scarcity of resources dedicated to
local healthcare characterizes the current economic
and social context of most communities in the
world. Based on the difficulties that health
services feel in terms of human and material
resources, ensuring the economic and financial
future of national health systems becomes a key
challenge [1].

For the success of prevention programs, it is funda-
mental to establish community partnerships to foster
synergies between institutions and between the limited
resources. Community involvement in partnerships is
increasingly accepted as best practice in community
intervention projects, despite the many barriers or
difficulties in doing so [2].

The interest in community partnerships arises
mainly in the last two decades of the twentieth century.
The growing interest is related to the search for strat-
egies to overcome the difficulties of implementation
of incentives for citizen participation, and as a way to
overcome some of the difficulties of providing systems
service, both in healthcare and social care [3–5].

Therefore, the aim of this study is to identify bar-
riers, obstacles, difficulties, and challenges in develop-
ing partnerships in community intervention for
health and social care, and contribute to generating
new knowledge about establishing partnerships that
are more effective.

Methods

The integrative literature review on health partnerships
in community intervention projects was conducted
from January through September of 2016. We applied
the search in PubMed, B-on, Medline and EBSCOhost
databases and were searched articles from 1 September
2006 through 2 January 2016. A standard form was
used to extract data using the following search terms:
Health Partnerships AND Community Health AND
Primary Health Care, which are based on the medical
terms of National Library of Medicine [6]. We found
844 articles, it was then applied a filter to obtain article
with at least one of the keywords (Barriers OR Obstacle
OR Difficulties OR Challenges), yielding a total of 225
articles.

© 2020 Informa UK Limited, trading as Taylor & Francis Group

CONTACT Odete Maria Azevedo Alves odetemaalves@hotmail.com PT – 4980-827 Ponte da Barca, Portugal
This article has been republished with minor changes. These changes do not impact the academic content of the article.

INTERNATIONAL JOURNAL OF HEALTHCARE MANAGEMENT
https://doi.org/10.1080/20479700.2020.1723882



The selection of articles comprehended several steps
(Figure 1), according to PRISMA flow methodology
[7]. First, we eliminated repeated articles, by reading
the title and abstract. In this step 43 articles were
excluded by consensus of the reviewers. In the second
step, each individual author proceeded to read the
paper and selecting those meeting the inclusion criteria
(Table 1).

The abstract and application of the inclusion criteria
to select studies were considered and authors decided
whether or not to obtain the articles full text. However,
only 159 articles contained abstract and were published
and available in the public domain.

At the consensus meeting, after discussion of the
results, 103 articles were eliminated according to
exclusion criteria (Table 1). Full publications of all
selected abstracts were obtained (in electronic or
printed form) All articles were evaluated indepen-
dently by the reviewers, who selected 56 articles that

met all the inclusion criteria (see Appendix for the
full list of the 56 selected articles). All articles were
assessed independently by the authors. The articles
that reunited no consensus were discussed with the
authors.

Data collection and content analysis

A standard form was used for data extraction. This
form contained the following variables:

. publication year;

. country;

. method or type of study;

. partners;

. barriers, obstacle, difficulties and challenges in the
development of health partnerships

. type of partnership

. study theme

Figure 1. Search strategy [7].
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According to the research perspective [8], six
articles were quantitative studies, namely: one exper-
imental, one quasi-experimental and four descriptive;
forty articles were qualitative studies, which of them
five were reports and six were case study; and, ten
with both, which of them three were case study.

The studies’ setting was community intervention in
the context of primary health care with the involve-
ment of several stakeholder and community-based
organizations of the public, private and third sector,
as determined by local needs, including the users,
their families and caregivers; community-dwelling;
public housing developments; community leaders and
community health representatives; healthcare organiz-
ations and their workers; social service entities; home-
care support services; workplaces, businesses and
employers; educational organizations (schools and uni-
versities); government (policymakers); local auth-
orities; law enforcement, juvenile justice agencies,
consumer advisory/advocacy services, advocacy
groups; voluntary sector; non-governmental organiz-
ations; faith-based organizations; community associ-
ations; representatives from transportation, parks,
land use, and urban agriculture; local sports and recrea-
tion, community fitness centers, physical therapy, gym;
police services; local media outlets; local hotels; among
many others to ensure the development, implemen-
tation, and sustainability of the interventions.

The analyses of those articles describe the barriers,
difficulties and challenges in the development of health
partnerships in two countries of North America: Uni-
ted States of America and Canada; in three European
countries: UK, Sweden and the Netherlands; in two
Oceania countries: Australia and New Zealand; and,
also in two Asiatic countries: Taiwan–China and Mon-
golia. Noteworthy, four articles integrate two or more
countries, namely: Australia & Montana, Australia &
United Kingdom, USA & Senegal, and Asia-Pacific.
Most of the studies were performed in the USA.

Table 2 summarizes the studies general characteristics
(publication year and country).

Results

The integrative literature review identified a set of bar-
riers, obstacles, difficulties and challenges for the devel-
opment of health partnerships in community
intervention projects. We grouped these results based
on the six categories as developed by the Wilder
Research Center: (1) Environment; (2) Membership;
(3) Process and structure; (4) Communication (5) Pur-
pose; (6) Resources [3,9], which include leadership and
power.

In each of these categories, we present the factors
that are related to them and that can positively or nega-
tively influence the development of partnerships devel-
opment and collaboration. Finally, we highlight
sustainability, which involves various factors from
other categories.

Environment (44 articles)

We found forty-four articles that dealt with this cat-
egory, in which we included factors related to commu-
nity, geography, culture, religious faith and homophily,
and politics.

Community related factors were found to be an
obstacle or barrier to the development of the partner-
ship. We encountered this in thirty-five articles. The
lack of or fragile connection between the partnership
and the actual community [10–18] as well as the
absence of participation by the community [10,19,20]
were highlighted. Factors relating to the actual partici-
pants from the community were also found to hinder
the development of the partnership [21]. Community

Table 1. Inclusion and exclusion criteria.
Inclusion
criteria

(a) Make reference to barriers, obstacles, difficulties and
challenges in developing the community health
partnerships

(b) Contain a description of an intervention for the
development of partnership in community health

(c) English only
(d) Publications from the period of 1 September 2006

through 2 January 2016
(e) Being available in full text

Exclusion
criteria

(a) Articles analyzing change in software and/or
hardware and information technology

(b) Articles with description of methods, approaches, or
theories without empirical data – projects without
community intervention

(c) Articles relating to projects without the description
of partnerships

(d) Articles whose partnership have not been
established within the community intervention

(e) Reviews

Table 2. General characteristics of the articles analysed (n =
56).

Number of
studies

Publication
year

2006 2 articles
2007 4 articles
2008 4 articles
2009 3 articles
2010 6 articles
2011 6 articles
2012 10 articles
2013 6 articles
2014 8 articles
2015 7 articles

Country USA 25 articles
Canada 9 articles
UK 6 articles
Sweden 1 article
Netherlands 1 article
Australia 7 articles
New Zealand 1 article
China – Taiwan 1 article
Mongolia 1 article
Two or more countries: Australia & USA,
Australia & United Kingdom, USA &
Senegal and Asia-Pacific.

4 articles
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engagement and/or involvement is essential, as well as
the active participation of the partners in all the phases
of the process [12,14,17,19,21–37]. The partnership
should be community-based. It should have a sense
of community and all of its actions should have the
community as a base or focus. In turn, the partnership
must also be accepted by the community itself
[10,15,18,19,21,23,24,27,33,35–44].

Geographical factors such as distance between part-
ners and distance to the facility for participants from
the community were also determined to be barriers
to the partnership and this was discussed in seven
articles [13,15,44–48].

Twelve articles described the importance of both
cultural, religious faith and homophily factors.

Cultural differences can be seen as a barrier to the
process [11,13,15,49,50] and therefore, cultural
changes must take place so as to create effective part-
nerships and the partnership itself must take into
account cultural differences and have cultural compe-
tence [11,14,16,17,21,51]. Additionally, common reli-
gious faith and homophily contribute to the
establishment of the partnerships [26,52]. However,
religion itself can act as a barrier and cause a lack of
engagement on the part of partners [52].

We found the topic of political factors mentioned in
five articles. Having a favorable political climate is
essential to the sustainability and performance of the
partnership [19,44,53]. Unwillingness on the part of
governmental organizations [28] to let go of control
and their inflexibility can be a major difficulty, as can
be the broader political influence that these organiz-
ations can have upon the partnership itself [11].

Membership (53 articles)

Regarding the characteristics of the members that
influence the development of the partnership, the
relationship between the partners is key and this was
commented in fifty-three articles. A history of partner-
ships with conflict [14,17,22,25,54], conflicting regu-
lations [13] limited collaboration [25], little or no
experience of joint working [33,53,55], or where
partners are being ignored are detrimental to any
partnership. In addition to these aspects, differing
agendas between partners, lack of involvement and
collaboration, and poor inter-professional
partnerships appeared in eighteen articles
[10,11,13,14,38,46,49,52,55–59]. Feelings of competi-
tiveness or perceived competition, tension, competing
priorities amongst the partners [13–
15,17,23,25,39,51,53,58] and lack of trust/confidence
[11,13–15,19,37,44,52,60] appeared as barriers to the
development process. Furthermore, absence of flexi-
bility [19,33,39,61] and resistance to change on the
part of the leaders, team members and the organization
[12,15,22,26,52,54,58,62] were seen as hindrances, as

was the lack of clarity and understanding about the
roles [10,15,22,33,39,47,55,58,62] within the partner-
ship. As noted above, a good understanding of the
roles is fundamental in a partnership.

In contrast, positive past experiences in other
partnerships and with the community can influence
and motivate the current partnership
[15,19,21,22,24,36,49,52,53,63]. Establishing a climate
of trust and confidence between the partners, as well
as, between these and the members of the commu-
nity is a challenge [10–15,19–21,24,25,27,28,37–
39,43,46,48–51,53,55,62,64]. As [46] highlights,
the potential for conflict exists in all partnerships,
and thus, having mutual respect
[12,14,20,21,27,36,39,46,52,56,59,60], engaging in
conflict resolution [17,32] and developing
trusting, strong and positive relationships between
partners, with the community and with
structures of power and influence is essen-
tial [13,19,20,32,33,36,38,42,45,48–52,56,58–60,62,63].
Cooperation or collaboration is necessary in the
partnership and is of interest to all parties, resulting
in the creation of synergy and linkages amongst
them [13,15,22–24,26,28,35,49,53,55,57]. Moreover,
flexibility in terms of the relationships between part-
ners and in the partnership’s procedures was con-
sidered to be fundamental [10,19,25,32,46,48,61,62].
Notwithstanding, in any successful partnership,
mutual benefits are essential and must be clearly
identified. Some of the benefits include access to
resources, shared risk, shared costs, shared suc-
cesses/results, shared knowledge/information and
skills, and increased efficiency, visibility and credi-
bility [13,17,19,21,23,24,26–28,32,38,45,46,49,52,59].
The partnership itself should create opportunities to
involve the partners, holding them each accountable
and helping them grow. Such opportunities can
include the sharing of information and resources
[14,21,39,43,46,48,51,59].

A number of articles emphasized the sharing and
integration of knowledge, competencies, and skills
[10,14,15,19,21,24–27,30,33,45,46,49,51,55,58,64]. The
importance of the development of joint and on-going
training initiatives was also mentioned in five articles
[16,39,49,52,57], as the workforce must be well edu-
cated and stable [16,32,33,46,61]. This is because
insufficient training and lack of knowledge, expertise,
and skills were considered to be barriers to the partner-
ships [10,11,15,16,18,37,40,42,47,51,57,58,60,61,64,65].
Similarly, high workloads and being overburdened
were also identified [13,16,18,21,23,31,32,39,42,51,58].

Personal attitudes, behaviors, values, and preconcep-
tions were presented in various articles as obstacles
[11,16,19,39,52,54], as well as, inadequate understanding
[15,17,32,49,55,56,58] and lack of capacity or the
feeling of incapacity leading to failed partnerships
[15,34,35,49]. As such, attitudes, behaviors, and values
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that contribute to a successful partnership must exist
[10,11,15,16,19,23,26,28,36,39,40,42,46,48,50,51,53,55,
56,58–61]. Understanding of the needs, issues, and pri-
orities should be mutual and shared. This understand-
ing should keep in mind the social and political
contexts as well as the challenges faced by each of
the partners [11,14,15,27,30,32–34,43,52,56,60]. In
addition to this, the awareness of the boundaries and
factors that support the partnering are essential
[12,14,32,37,38,50,55,63], as is the ability to adapt to
different situations and contexts on the part of the part-
ners [10,19,35,36,39].

Although it was only mentioned in one article, a lack
of commitment is detrimental to the partnership [15].
There were far more articles which emphasized the
importance of commitment as an essential factor in a
successful partnership, noting that commitment must
exist amongst all partners and be long-term
[21,24,31,32,45,53,56,58,62].

Article [40] noted that the recognition of the impact
that the partnership had may not be immediate. On a
similar note, several articles also highlighted the impor-
tance of the partners being recognized for their work,
knowledge and expertise and this recognition should
be shared [17,21,24,37,38,44,56,59].

Process and structural (56 articles)

Factors relating to the process of collaboration were
found in a total of forty-six articles. Not having equal
participation in the decision-making process and the
complexity of the decisions to be made was seen as hin-
drances [11,46,52,59]. As such, shared decision-making
must be inherent in the structure of the partnership and
included throughout all the phases of the process. Ide-
ally, the partners will have the same level of partici-
pation in the decision-making process [10,11,19–
22,24,27,30,32,37,39,55,57,60,64]. All partners should
participate in the planning and implementation process.
These processes should be effective, inclusive, innova-
tive, and strategic in order to meet the needs identified
[10,11,15,19,21–23,25,28,31,32,35,38,39,44,64] and the
partnership itself, should meet the needs of the partners
and the organization [23,24,46,47]. In order for this to
occur, negotiation should be present in the establish-
ment of the rules of the partnership, in the decision-
making, and should be mutual [14,22,27,36,49,51]. In
this way, the use of flexible, innovative, participatory,
multidisciplinary, and community-based method-
ologies in the planning, implementation and evaluation
process is vital [12,14,15,19,21,23,30,32,35–37,40,42–
44,47,56,58]. Responsibilities must be clearly
defined and distributed/shared amongst partners,
who are held accountable [21–23,27,29,32–
34,39,46,47,50,55,57,62]. Roles within the partnership
should be well-defined and shared and partners must
have a good understanding of these roles

[15,17,21,23,27,32–34,36,38,39,51,53,55,57,62]. This
implies that protocols and procedures must be well
defined, common and shared in order to promote inte-
gration [21,32,36,51–53,56,57,59].

Just as developmental and/or factors relating to the
process were highlighted in the literature, so too were
structural elements, which were mentioned in forty
articles. The absence and/or inadequate structure or
differing structural or organizational characteristics
amongst the partners was seen to be an impediment
[11,13,28,31,44]. Organizational dynamics, inertia,
instability [10,13,58,61] and unstructured meetings,
which were unproductive and few and far between
[21,46], were obstacles to overcome. Meetings should
be frequent, planned well in advance, be effective,
have clear objectives, and involve and engage all part-
ners [10,18,21,23,25,27,31,36,38,39,46,48,51,55,56].
Another impeding factor mentioned was the inherent
dimension and capacity of the partnership to provide
services [13,41,54]. Improving the capacity to provide
care was seen as a challenge [57]. Absence and/or
inadequate administrative, organizational, cultural
and community/social support was evident in several
articles [20,44,45,58,65]. Support should be
ongoing and mutual and should come from various
levels (administration, community/society leaders,
funding, social, cultural and religious)
[15,17,27,28,40,45,47,50–52,57,58,62,65]. Creating and
developing effective and clear structures that sustain
the partnership is essential [15,22,31,36,56,59], as well
as having a capacity building as a structural factor
[16,17,19,21,26,27,36,50,59]. Another fundamental
structural factor of the partnership having a sense of
advocacy as part of the ‘mission’ [10,26,40,60,62].
The partnership itself encouraged members to advo-
cate on issues and gave them a stage to be heard [52].

Communication (34 articles)

Another factor that was highly discussed was com-
munication, appearing in a total of thirty-four articles.
Inadequate and ineffective communication [18,22,57]
was found to hinder the partnership as well. Poor
communication or the lack thereof [18,20,42,46,52]
was also highlighted and was seen as a problematic
factor in the development of the partnership. None-
theless, communication was also considered to be a
challenge in that the quality of the communication
must be honest, open and clear, effective, consistent,
constructive and sustained. Furthermore, the sharing
of information is also fundamental. The instruments
and methods or strategies and processes through
which communication is established and carried out
in the partnership must also be considered
[11,14,15,17–19,21–25,27,28,30,31,35,36,38,39,48,50–
52,55–58,60–63].
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Purpose (31 articles)

Thirty-one articles identified the factors relating to
objectives, vision, and mission. A lack of clear vision
[10,14,15,28,38] or common mission [61], limited
objectives and non-sharing of these objectives
between the partners was highlighted in six articles.
To have a successful partnership, a common mission
[24,52,61] must exist and the purpose, vision, and
goals of the partnership should be clear, common,
concrete, and mutually agreed-upon. These objectives
should be achievable [10–12,15,19,21–28,31,36,38–
40,46,47,49,51,52,55,58,60,62,63]. In turn, the part-
nership itself gains credibility by providing visibility
of work accomplished or results [45]. Furthermore,
the individual members also benefit from the part-
nership in that they themselves gain credibility by
being part of the same [52].

Resources, leadership and power (50 articles)

Factors relating to resources were given great importance
in the literature, appearing in forty-eight articles. A sig-
nificant obstacle in the development of the partnerships
was the limited and/or inadequate resources, namely,
human capital, facilities,materials, time,money, amongst
others [11–13,15–17,19,23,29,30,34,39,44–49,51–
55,58,59,61,65]. In this review of the literature, time
and financial factors were found to be the most impor-
tant. The lack of time and needing to work over-time
appeared in sixteen articles [15,20,21,30,42–
44,47,49,52,55,58,59,62,63,65]. Lackofor limited funding
cause’s instability or insecurity in the partnership
[11,13,15,17,19–21,23,28,29,42,45,49,52,59,65] and the
potential benefits of the partnershipmay not compensate
for the costs incurred and the unanticipated costs of the
partnership [33,49,54]. Another problem encountered
was the non-sharing of resources by the partnering
entities [19]. Additionally, having sufficient resources
(staff, time, materials, etc.), the use of pre-existing
resources within the community and the maximization
and sharing of resources is a constant concern
[21,23,24,26,27,31,32,36,38,39,44,52]. Having enough
time to make the partnership successful [23,49,60],
which implies investing time in the development of the
partnership and adequate, shared, and long-termfunding
throughout the entire program of the partnership is
essential [13,15,22,28,29,32,34,38,45,49,52,56,57,61].
Evaluating the cost-effectiveness of the partnership as
well as its performance systematically, using tools and
guidelines already defined/established in the planning
process, is also key [15,19,21,25,29,31,39,40,55,63]. The
very lack of assessment tools and lack of time to evaluate
is a problem [32,33].

In twenty-three articles, the subject of leadership
and factors relating to power were mentioned. The
fact that the partners are entering into a partnership

may lead to the perception that with the partnership,
they, as individual partners, may experience shifts of
power and lose privileges [49,51]. The partnership itself
may result in the unequal distribution of power [28] or
perception thereof [14] and sometimes, even in a lack
of power on the part of some members [59].
Inadequate leadership and problematic or unstable lea-
dership can act as barriers, as well as the existence of
problems in leadership succession [11,15,19,23,58].
Having an effective and strong leadership that is both
flexible, shared and coordinated amongst the parts, in
turn, leads to a maximization of resources and reduces
conflict [10,11,13–15,19,22,27,31,32,38,46,51–53,60–
62]. Power should be equally distributed and exercised
and all partners should have the power to positively
influence the partnership [11,14,32,51,52].

The literature reviewed highlighted that many of
these are key factors for long-term sustainability
of the partnership, such as relationships,
commitment, communication, funding, and structure
[15,17,19,22,35,47,54,56,57,63]. Having a favorable
political climate is essential to the sustainability and
performance of the partnership [19,44,53]. Creating
and developing effective and clear structures that sus-
tain the partnership is essential [15,22,31,36,56,59].
This topic appeared in fifteen articles.

Discussion

The focus of this review was to identify barriers,
obstacles, difficulties and/or challenges in the develop-
ment of health partnerships in community interven-
tion projects as identified by literature.

This was already reflected in the Ottawa Charter [5],
which states that the promotion of health requires
coordinated action by various sectors of the commu-
nity, as well as, the encouragement of active engage-
ment of citizens, leading to their empowerment.
Health promotion works through concrete and effec-
tive community action in setting priorities, namely by
developing community intervention projects, which
implies making decisions, planning strategies and
implementing them to achieve better health [5,66,67].

However, we have found that there are still few
studies published that address the subject of this
review. According to the literature which we found,
there are several factors that influence these process
of collaboration and partnership working, which
involve the community organizations/ institutions.

We grouped these factors into six categories accord-
ing to Wilder Research Center have analysed. As is evi-
dent by our results, our categories corroborate the
categories that Mattesich, Murray-Close e Monsey
identified [3,4,9]. We categorized factors relating to
environment; membership; process and structure; pur-
pose; communication, and resources using the same
terminology. Meanwhile, in the resources category,
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we include leadership and power. In each of these cat-
egories, we present the factors that are related to them
and the ways that they can influence the development
of those collaborations. Many of these factors are key
to long-term sustainability in the process of partner-
ship development. In the steps that DeLizia [68] pre-
sents to explore new leadership, sustainability (the
fifth and final step) presupposes long-term thinking.

Environment

Of the fifty-six articles reviewed, forty-four dealt with
factors relating to Environment. When speaking of
‘environment’, we are referring to the community set-
ting in which the partnerships are particularly
involved. Some authors mention that this involvement
is a result of the direct influence of factors from that
particular setting. This influence can occur in all of
the phases of the development process [4,69–71] and
can reinforce or hinder the process of collaboration
[4,72]. The contextual factors identified in the present
review corroborate those identified in previous studies.

Thus, we found contextual factors relating to con-
nections with the communities, the sense of commu-
nity within the partnership, and the vision of a
community-based partnership. The involvement/
engagement and the participation of the community,
as well as the legitimacy of the partnership in the
eyes of the community, were also identified. In
addition, we considered factors related to the geogra-
phy; culture; religious faith and homophily, and
politics.

The connections with the communities were
described by Foster-Fishman et al. [73] as a specific cat-
egory of the relational capacity, one of the four critical
levels of collaborative capacity (within their members;
within their relationships; within their organizational
structure; and within the programs they sponsor), that
partnerships need to develop [73,74] to promote effec-
tive collaboration and build sustainable community
change [75].

Also, the National Network for Collaboration [72],
within the Collaboration Framework, presented Con-
nectedness as one of the six contextual factors (connect-
edness; history of working together; political climate;
policies/laws/regulations; resources; and catalysts) that
have been identified as important to the success of a
collaboration [4,72].

At the community level, these linkages between
individuals, groups, organizations, and as a whole,
refer to universally understood principles and values
of the community [72]. Thus, for the development of
partnerships in a community context, the principles,
values, and processes associated with collaboration
must be deepened [4].

The sense of community has been defined and/or
studied by various authors and in a variety of contexts

since 1974 [76–83]. We highlighted Chavis and Wan-
dersman [79] that postulated that a sense of community
can have a catalytic effect on participation and commu-
nity development [79].

According toMcMillan and Chavis [78], the sense of
community is a feeling that members belong, a feeling
that members matter on an individual and community
basis, a feeling that members’ needs will be met through
the partnership and that for this to occur, a shared
emotional connection must be created, which entails
the sharing of common experiences and history [75,78].

This sense of community was also labeled as an
important dimension of community capacity in several
studies [75,81,84]. Developing it allows for community
capacity building by empowering community members
to feel connected and thus, work together to achieve
common community goals [85]. This a necessary con-
dition for the community-based health promotion and
disease prevention project/programs [75]. Little or no
sense of community has been reported as one of the
reasons as to why people do not participate in these
development activities [82].

Taking a community-based approach by the part-
nership is crucial to create social and political change
and improve health, however, the path associated
with the development of partnerships in this sense is
complex. This process of collaboration requires a com-
mitment of all stakeholders to jointly achieve common
goals, sharing decision-making and the allocation of
resources [9,86,87].

The active and democratic participation of commu-
nity, its involvement and, consequently, the commu-
nity empowerment, which according to WHO [88], is
more than the involvement, participation or engage-
ment of communities, implies community ownership
and action that explicitly aims at social and political
change [88], are essential conditions that the partner-
ships must take into account for the success of inter-
ventions, with view to the sustainable community
development [89–92]. Without the citizens participat-
ing in any project/program, there can never be com-
munity development [89].

Participation is seen as another dimension of com-
munity capacity by several authors [4,85,90,93–97]
which, along with leadership, community resources,
social network, and community power, represent a
community’s social capital, and are imperative for
achieving systematic changes in the local community
[85,95].

For collaborative capacity within the community,
the partnership’s members must hold a positive view
of themselves and their role as well [73]. When they
perceive their own legitimacy in the collaborative
effort (e.g. [98–100] and recognize their own partici-
pation competence [98,101,102], members are more
likely to actively participate and contribute their
knowledge and skills to the group [73,101–103]).
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In the scope of contextual factors, it is also impor-
tant to comprehend how geographic factors can influ-
ence partnership work in the community. Associated
with this dimension we found the distance between
partners and the distance to the facility for participants
from the community. Mattesich and Monsey [104]
argue that partnerships developed in communities of
smaller geographical areas are more likely to succeed
since planning and implementation of activities are
more easily managed. In these smaller contexts, face-
to-face meetings are commonly used by members of
the community [4,104].

In our review, we found twelve articles that
addressed cultural, religious faith and homophily, and
political factors within partnerships. Any open discus-
sion of faith–health partnerships must admit the com-
plexity of this type of collaboration. Also, this may be
related to the lack of cultural competence1 and possible
devaluation of its influence in the establishment and
development of partnerships. Some authors suggest
that cultural competence is an important factor for
the success (or failure) of collaborations [105,106].
This implies the need for critical awareness of these
issues among professionals [105]. A systematic review
demonstrated that cultural competence training
shows promise as a strategy for improving the knowl-
edge, attitudes, and skills of health professionals
[107] and fundamental to eliminate the racial and eth-
nic health disparities [108].

To corroborate with the results of our review and as
part of an evaluation of the Institute for Faith and Pub-
lic Health Collaborations, representatives of 34 faith-
health teams identified that major facilitators to faith-
health collaborative work were passion and commit-
ment, importance of faith-based organizations in com-
munities, favorable political climate, support from
community and faith leaders, diversity of teams, and
mutual trust and respect. Concomitantly, they point
out that unique barriers to faith and health collabor-
ation included discomfort with faith-based organiz-
ations, distrust of either health agencies or faith-
based organizations, diversity within faith commu-
nities, different agendas, separation of church and
state, and the lack of a common language. Findings
suggest that faith-health partnerships face unique chal-
lenges, but are capable of aligning resources to address
health disparities [109].

Similarly, as mentioned above, the political climate
was also considered by the National Network for Col-
laboration [72] as an important contextual factor to the
success of a collaboration. This political climate is
developed surrounding the relationship with the
organizations with political mandate and decision-

making processes. When this relationship is made in
collaborative political climates (favorable political cli-
mate as mentioned in our review), there is a willingness
to dialogue, accept and negotiate new ideas, to navigate
through conflict, and to be open towards emerging
trends. Collaborations which have support and endor-
sement of key people, groups, and organizations in
power are more likely to be effective in reaching the
agreed-upon outcomes. Also, widespread political sup-
port is important in developing and sustaining collab-
orations [4,72].

The aforementioned findings are in agreement with
the Wilder Research Center, whose research on part-
nerships, identified the following three critical success
factors in the Environment category: the history of col-
laboration or co-operation; collaborative group seen as
a legitimate leader; and, favorable political and social
climate [3,9].

Membership

Following our review, of the fifty-six articles reviewed,
fifty-three dealt with factors related to the character-
istics of members.

Membership is one of the four factors (membership;
influence; integration and fulfillment of needs; and,
shared emotional connection) that contribute to a
sense of community, aforementioned as the theory
that has become the most widely accepted understand-
ing of how communities work. For the authors McMil-
lan and Chavis [78], membership is a sense of
belonging and/or sharing a feeling of personal connect-
edness and it includes five attributes (boundaries;
emotional safety; a sense of belonging and identification;
personal investment; and, a common symbol system)
[78].

In our review, the factors related to the character-
istics of the members that have an impact on the pro-
cesses of collaboration and influence their success in
community contexts is corroborated by other authors.
These results indicate that, during the process of col-
laboration, there are several reasons that can generate
competition and tension or even conflict; which we
identified as barriers. These are inherent in collabora-
tive processes [110] and inevitable between partners
[9], and may, by their dynamic nature, be overcome
[4,110].

It is essential to have mutual respect [3,9], engage
in conflict resolution [75], develop understanding
and trust [3,9,111], and develop strong/positive
relationships among/between partners, with the
members of the community and with structures of
power and influence [75], and these that should be

1‘Cultural competence involves understanding and appropriately responding to the unique combination of cultural variables – including ability, age, beliefs,
ethnicity, experience, gender, gender identity, linguistic background, national origin, race, religion, sexual orientation, and socioeconomic status – that the
professional and client bring to interactions’ [153].
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valued [4,112]. This highlights the findings, that per-
sonal attitudes, behaviors, and values that contribute
to a successful partnership must exist and be pro-
moted. In a similar way, Hudson et al. [113] value
joint working as a key requirement of partnership,
and add that trust and respect for its members
means that they are ready for this work in an infor-
mal, structured way, including all phases of the pro-
cess, from planning, intervention, joint assessments
and commissioning [113,114].

It has been argued that partnerships can provide sig-
nificant benefits [9] to solve a particular problem.
Mutual benefits are essential and must be clearly ident-
ified and advertised [4]. In the early 1960s, Clark and
Wilson [115] had described three types of benefits
deriving from participation. They are material
(increased skills, increased financial resources, valuation
of property), compensatory (more interpersonal
relations, more social status, identification with a
group, increased cooperation rates), and strategic
benefits (better definition of personal or organizational
goals aimed at improving the community, greater sense
of duty, greater sense of responsibility) [115]. However,
in our review, we verified that some of the benefits
include sharing and integration of knowledge, compe-
tencies and skills, the access to resources, information
and political influence, sharing costs, risk, and suc-
cesses/results. All of which results in increased
efficiency, visibility, recognition and credibility of part-
nership. The benefits must outweigh the costs involved,
but may not be immediate [9,116,117]. Insufficient
training and lack of knowledge, expertise, and skills
were considered to be barriers to the partnerships.
This highlights the importance of the development of
joint and on-going training initiatives [113,114].

The capacity to take on commitment or the effective
participation in the processes of change are some
dimensions related to community capacity [75], which
are essential challenges for a successful partnership
and must exist amongst all partners and be long-term.
A lack of commitment is detrimental to the partnership.
As an effective way of maintaining commitment, several
authors mention the need for all members of the part-
nership to be attentive to the 6 R’s [117] to remain
involved and active in fulfilling the design or common
purpose of the partnership [4]. Corroborating with
what has been mentioned, recognition, respect, relation-
ships, reward, and results are five of those six elements
that are to be considered in this process. In terms of
the relationships between partners, flexibility was con-
sidered, in our review, to be fundamental.

Regarding the sixth element, we agree that for the
proper functioning of a partnership, it is relevant that
the roles/responsibilities and division of labor are
clearly defined and there is a good understanding and
acceptance by those who assume this responsibility.
The partnership should provide opportunities to

actively engage partners, holding them each accounta-
ble and helping them grow together. Furthermore,
understanding of the needs and issues, or the priorities
and goals to address them, should be mutual and
shared. The awareness of the boundaries and factors
that support the partnering are essential, as is the abil-
ity to adapt to different situations and contexts on the
part of the partners.

In a partnership, all these factors will surface and
impact the ability of the group to effectively work
together. The history of past relationships between
the organizations involved or in other partnerships
and with the community can influence and motivate
the current partnership [9].

In this category, in brief, we present the four critical
success factors identified by the Wilder Research Cen-
ter, which we corroborate and which are: mutual
respect, understanding, and trust; appropriate cross-
section of members; members see collaboration as in
their self-interest; ability to compromise [3,4,9].

Process and structural

Factors relating to the process of collaboration were
found in a total of forty-six articles, while factors
related to structural elements were mentioned in
forty articles.

As mentioned by The National Network for Collab-
oration [72] Process Factors focus on the ‘how-to’
aspect of collaboration. Each of the factors identified
by them covers a broad range of skills and/or com-
ponents/tasks necessary to build effective working
relationships and contribute to the capacity of a com-
munity, impacting on the collaboration process [72].

In the present review and according to the literature,
in the performance of their role in both the process and
in the structure of the partnership, the members to feel
that they have power in decision-making [3,4].

But managing the decision-making process is con-
sidered one of the main organizational challenges.
Also, for creating and maintaining a sense that partici-
pation is worthwhile is to use collaborative strategies
that can achieve small success quickly and reinforce
the benefit of participation. For engagement to succeed
the participation of members of the partnerships in all
phases of the process has to be safeguarded (principle 5
of Community Engagement) and be flexible enough to
meet a community’s changing needs (see principle 8 of
Community Engagement) and to achieve objectives
established in the partnership. Partnerships require
continuous and often delicate negotiation among
their members in the establishment of its rules and in
the decision-making, which should be mutual and
shared [116].

Related to these aspects are the membership charac-
teristics discussed above. Of note, the adaptability of
members to the diversity of situations that arise in
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order to continue the work of the partnership. Accord-
ing to Ornelas and Vargas-Moniz [4, p. 143], the group
has the ability to stay on the diverse paths of social
change, even if it needs to clarify, adjust or change
some of its objectives, strategies or members to deal
with conditions of change [4].

However, in the partnership´s work, it is necessary
that the activities do not represent an overload for
the partners. To this end, the challenge is to introduce
changes in the process and structure that leads to a
development carried out at an appropriate pace [4].

For the success of a partnership, its members are
faced with the challenge of clear understanding of
their roles, rights, and responsibilities. Also, there is a
need for the development of policy guidelines and a
clear process for making decisions among the partners
in this collaboration [118]. The results of our review
reinforce this challenge, stating that to promote inte-
gration, protocols and procedures must be well
defined, common and shared.

Interactive participation tends to involve interdisci-
plinary methodologies that seek multiple perspectives
and make use of systematic and structured learning
processes [119–121]. In corroboration with these
authors, in our review, in terms of the process of collab-
oration, the flexible, innovative, participatory, multi-
disciplinary, and community-based methodologies
were considered to be fundamental.

The systems perspective draws attention to the
diversity of roles that different people and organiz-
ations play in the functioning of a community. In plan-
ning, designing, and implementing approaches in the
partnership to engage a community will require the
use of multiple engagement strategies [116].

Since the structure is a fundamental aspect for the
involvement of the partnership itself, it is important
to realize if the elements that are conducive to its effec-
tiveness are guaranteed. In this sense, it should be
noted that there are regular meetings with the knowl-
edge of all members; the existence of active working
groups or commissions; knowledge of statutes, legis-
lation or regulations by all partners; frequent com-
munication and coordination of the action of the
partners with the different stakeholders; and the exist-
ence of regular and participatory meetings by the coor-
dinating group [4,110]. Several authors have concluded
that the more formally a partnership is organized, the
greater its likelihood of success [4,103,122,123].

The results of this review confirm that best practices
around structure and organizational capacity involve
the creation of effective and clear structures, capacity
building, clear decision-making processes, and the
acquisition of the key resources and support from var-
ious levels necessary to the organization.

Another fundamental structural factor of the part-
nership found in this review was having sense of advo-
cacy as part of the ‘mission’. The partnership itself

encouraged members to advocate on issues and gave
them a stage to be heard.

In this category, we present the factors related to the
process and structure identified by theWilder Research
Center, which we corroborate and are: members share
a stake, multiple layers of participation, flexibility, clear
roles and policy guidelines, adaptability, and appropri-
ate pace of development [3,4,9].

Communication

Another factor that was highly discussed in this review
was communication, appearing in a total of thirty-four
articles.

Everett Rogers [124] defined communication as a
process in which participants create and share infor-
mation with one another in order to reach a mutual
understanding [124].

Communication is considered one of the six major
process factors identified by the National Network
for Collaboration [72] and covers a broad range of
skills or tasks which impact the process of collabor-
ation. In this process, collaborative efforts depend
upon open and clear communication [72] and in
turn, this communication is able to link stakeholders,
to ensure their involvement [9,125,126].

Members of the partnerships should serve as facili-
tators providing guidance and voiced suggestions. The
sharing of information has been understood to be key
to the process. However, dissimilarities in educational
level and experience between the members and vari-
ations in socioeconomic status, positions, and commu-
nity roles among members created underlying
hierarchies within the group [116]

For the successful engagement of community part-
ners and key contact people within the communities,
in addition to trusting relationships and mutual
respect, it is also extremely important to have honest,
open, constructive communication [116,127]. Further-
more, effective communication between stakeholders
throughout the process is crucial so that everyone
understands what is required of them [128].

In much of our literature review, the role of honest,
open, clear, effective, frequent, consistent, constructive
and sustained communication is at least implicit and
sometimes explicit, also corroborating the findings of
Wildridge et al. [9].

On the negative side, the results of this review indi-
cate that an inadequate, ineffective, and poor or lack of
communication, is a barrier to the development and
successful partnerships.

As Hudson et al. [113] notes, ‘a contrary case of col-
laboration could be seen in organizations that commu-
nicate [113] with each other, but only as far as they
need to in order to deliver services [114…. The fre-
quent liaison may give the impression of collaboration
when in fact the expectation of reciprocation may
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reveal a different state of affairs’ ]. Also, it is not sur-
prising that collaborative working between different
professional groups is challenging. As members have
different professional backgrounds, the language or ter-
minology utilized may not be understood by the other
members, resulting in a ‘breakdown’ in communi-
cation [114,129].

The members must assure ‘language usage’ which is
acceptable and understood to all members. This means
that terminology must be explained so that shared
meaning can take place. As a strategy, the National
Network for Collaboration [72] recommends that a
formal process for communication between meetings
(i.e. weekly phone calls, mailings…) with norms and
channels of communicating must be established, pos-
ing a challenge for all who are involved, similar to
our results. As was also noted, communication from
the collaboration to the broader community must be
established and establishing and maintaining non-for-
mal communication channels with local community
leaders is also essential [72].

Communication tools should be used from the out-
set of the collaborative process to facilitate the inter-
action between the members [128]. Members should
interact often and make use of established informal
and formal communication channels or links, resulting
in a more cohesive group with common objectives
[3,4,9].

In this category, we briefly presented the factors
related to communication identified by the Wilder
Research Center, which we corroborate and are: open
and frequent; and, informal relationships and com-
munication links [3,4,9].

Purpose

Following what we have been presenting and based on
the classification attributed to the factors found in our
review, of the fifty-six articles reviewed, thirty-one
identified the factors relating to objectives, vision,
and mission.

Our results are unanimous with the literature when
it is stated that in order to have a successful partner-
ship, it is important and challenging for stakeholders
to have the opportunity to come together to develop
and share their visions, and agendas [128], and that a
common mission must exist.

To define the direction and focus of collaboration
implies that the vision, mission, values, and prin-
ciples should be established initially. Having a clear
direction and focus allows the members to define
the purpose of the collaboration as they see fit. In
doing so, an identity and fundamental objective are
created. It is this commonality that brings members
together to focus on achieving a mission [72],
which in turn, can be a challenge for all. Diverting
energy and resources away from core aims – mission

drift is considered one of the potential risks of colla-
borative working [130].

An initial strategic vision can be developed by those
stakeholders who have actively engaged in the process.
As the plan for the collaboration is developing, there is
recognition that the stakeholder must be actively
involved in dialogue and action. The more powerful
and influential members must be involved as early as
possible so as to achieve the vision of the partnership.
The earlier that key members are brought into the pro-
cess, ‘the more sound and realistic ultimate collabor-
ation is likely to be’, and seen favorably by the
community [128].

This collaborative process allows groups with simi-
lar or different perspectives can exchange viewpoints
and search for solutions that go beyond their own
vision of what is possible. However, this collaborative
process is fraught with difficulties and will go through
many ‘iterations’ [128]. According to our results, for
the collaboration or partnership to have a successful
outcome, its purpose and goals have to be clear, com-
mon, concrete, achievable, and mutually agreed-
upon.

The articulation of common interests in the colla-
borative process according to this set – vision, mission,
values, and principles, allows one to perceive the pur-
pose of this collaboration at a broader level and its sig-
nificance [72].

A lack of clear vision or common mission, limited
objectives and non-sharing of these objectives between
the partners was highlighted in six articles in our
review. For instance, in a study by Wilson and Charl-
ton [125], more than half of the participants mentioned
some variation on a ‘common vision’ amongst their
main critical success factors of partnership work
[125]. Achieving a shared vision is something regularly
cited as essential to a successful partnership [9,131–
135]. The shared vision may exist at the outset of col-
laboration or the partners may develop a vision as
they work together [118].

In the process of developing the partnership, it is
usually possible to acquire a deeper knowledge of
each of the entities involved, a greater visibility not
only of their purposes, but also about their capacity
for work accomplished and social and political influ-
ence [4], gaining credibility in the larger environment,
according to the results of our review. Furthermore, the
individual members also benefit from the partnership
in that they themselves gain credibility by being part
of the same.

To achieve the partnership goals and complement
the intended purpose of the partnership are required
management practices and resources. Therefore, mem-
bers must demonstrate accountability for intervention
and domain of delivery of the objectives and targets
for which they are responsible [136]. Also, advocacy,
linked to accountability, will focus on mobilizing
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sufficient and sustainable resources and effective use of
these resources [138], contributing to the success of the
partnership.

In this category, we present in summary form the
factors related to the purpose and which can positively
or negatively influence the success of collaboration:
concrete, attainable goals and objectives; shared vision;
and, unique purpose [3,4,9], which are in tune with
results we obtained.

Resources, leadership and power

Of the fifty-six articles reviewed, forty-eight articles
identified the factors relating to resources and in
twenty-three articles, the relationship between leader-
ship and factors relating to power were mentioned.
We then discuss, in conjunction with the conclusions
of other studies, the possible reasons why these factors
can be considered barriers, obstacles or challenges to
the success of the partnerships.

The National Network for Collaboration [72],
within the Collaboration Framework, presented
Resources as another of the six contextual factors
that we have already mentioned and that they were
identified as important to the success of a partnership
[4,72].

When defining partnership as an organization of
diverse interest groups that combine their human and
material resources to effect a specific change the mem-
bers are unable to bring about independently, Brown
[137, p. 4] is reinforcing the importance of the
coalition-building [137] as inter-organizational, coop-
erative and synergistic working alliances [69].

Our results have allowed us to verify that there is a
constant concern for pre-existing resources to be maxi-
mized and shared, even if being considered sufficient.
However, the existence of partner entities that do not
share their resources was considered an obstacle or
barrier to collaboration [109].

In the process of developing a partnership, the shar-
ing of resources may be usually at stake, according to
Whitt [139], which contributes to greater accessibility
to other logistical services (facilities, equipment, com-
munications), greater visibility (greater access to the
media and / or the media interest in their actions)
and greater knowledge (access to networks of pro-
fessionals or experts in thematic areas of interest to
the partnership) [4,139].

The resources of a community are made up of all the
human and material ‘input’ made available to the part-
nership [4] and are necessary to develop and sustain
them [118]. Elements of a geographical or even climatic
nature may be included and become decisive, as they
determine the possible places or times for scheduling
meetings or for organizing/implementing actions
related to the partnerships [4,140].

The National Network for Collaboration [72]
specifies that, within a collaboration, resources refer
to four types of capital: environmental, in-kind, finan-
cial, and human.

An environment where there is connectedness at all
levels increases the probability of a successful collabor-
ation. From the outset of the partnership [128], its
members should be familiar with what each contributes
to the partnership (in-kind), such as meeting rooms,
supplies, and computers… [72], to get a sense of the
necessary and existing resources.

Many of the barriers to collaboration identified in
this review were similar to those identified in other col-
laborative works including limited resources, either
financial resources, human resources, or both. We
found that almost half of the articles considered that
limited and/or inadequate resources are an obstacle to
the development of the partnership. Kegler et al. [109]
highlight that a large number of participants discussed
the lack of funding, in particular, related to budget
cuts affecting current programs [109]. Also, the lack of
or limited funding cause’s instability or insecurity in
the partnership. This reinforces what has been
described, that some stakeholder conflicts are based on
a shortage of resources (natural, financial, institutional,
and professional) [128]. Thus, we confirm that having
adequate, shared, and long-term funding throughout
the entire program of the partnership is essential and
that financial factors are among the most important.

However, other authors report that collaborations
that cooperate only to seek funding are more likely to
fail than collaborations that form as comprehensive
community-wide responses to a problem. In addition
to the financial capital, there is also no doubt that
human capital is an also important asset in collabor-
ation and constitutes a crucial investment for sustain-
ability. But the contribution of each collaboration
member and organization can be in one or all four of
the types of capital mentioned previously [72].

Corroborating our results, and still related to human
capital, to achieve a collaboration’s shared vision, its
members have to invest time, expertise and energy
[72]. In a study by Kegler et al. [109] the lack of time
to do collaborative work was the most frequently
cited barrier, sometimes because of conflicts between
collaborative work and other obligations. Also, in the
same study, a large number of participants discussed
limited staff time for new initiatives and increased
competition between organizations [109].

Time management is an important organization/
participant factor, particularly for partnership building
and maintenance [141]. If, on the one hand, the burden
of extra time required has been the reason why some
members withdraw from the partnerships [15], on
the other, partnership members need to see and experi-
ence ‘real’ benefits for the extra time, effort, and invol-
vement they are asked to give [116].
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Partnerships involve a long-term investment in time
and resources [4], so the potential benefits of a partner-
ship may not compensate for the costs incurred and the
unanticipated costs of the partnership, as found in our
review. Outcomes do not justify the time and resources
invested is one of the potential risks in collaborative
working [130].

That is why stakeholders of a partnership should
discuss whether they have the time to achieve their
goals and to stimulate the collaborative process [4].

Our results demonstrate that evaluating the cost-
effectiveness of the partnership as well as its perform-
ance systematically, with access tools and guidelines
already defined/established, is key. The literature
shows an increasing interest in the evaluation of the
partnership work by the fact that its members seek visi-
bility of their collaborative action or actions that are
relevant to a community [4,143]. However, we find
that the resources available to evaluate processes and
work results of partnership, in order to perceive their
effectiveness or efficiency, are relatively scarce. We
stress that the very lack of assessment tools and lack
of time to evaluate is a problem.

According to McQuaid [142], in most partnerships,
there is unequal power [142]. While this may be true,
our review revealed that the lack of power on the
part of some members or even the perception thereof
can act as a barrier. In addition to this, members can
experience shifts of power and/or lose privileges they
previously had.

What is intended with any partnership, or the
‘meaning’ of the term partnership, presupposes a
more involved form of participation and this implies
power being shared equally among all partners [145].
Bennett and McCoshan [144], however, argue that
the partnerships between members may be unequal
as it may be more important for one partner than the
other(s) and this can lead to one partner becoming
more influential and powerful [144]. As previously
mentioned, what is essential is that members should
try to share and exercise power equally and all partners
should have the power to positively influence the
partnership.

While leadership is often defined as who is in power,
the definition of leadership for successful collabor-
ations is broadened to include impacts for change
within their community, group and/or organization
[72]. Partnerships imply shared leadership among
respected individuals who are recognized and empow-
ered by their own organizations and trusted by partners
to build consensus and resolve conflicts [136]. Corro-
borating this idea, our results highlighted that having
strong leadership that is recognized by all the stake-
holders maximizes the effectiveness and results of the
partnership and facilitates and supports team building.
Leadership in and of itself can be ‘perfected’ through-
out the development of the partnership [146]. As

found in our review, however, it can also act as a
barrier. The lack of leadership and or leadership that
is unstable or problematic can be a hindrance.

In a partnership it is necessary that there is someone
who takes the lead and who has the confidence and the
credibility to make it move [4]. One of the major
responsibilities of leadership is to assure that appropri-
ate members have been brought to the collaboration
[72], and groom people internally for succession
[72,147]. Leaders need to think long-term and plan
for the succession process, creating a link between
the previous, current, and future leaders within the
partnership, which in turn creates sustainability
[4,73]. As Cascio [147] stated: ‘leadership succession
is too important to ignore’ [147].

In this category, we present in summary form the
factors related to resources, which can positively or
negatively influence the success of partnership [3,4,9]
and that are in tune with the results obtained by us.
For Mattesich and Monsey [118], resources include
financial and human ‘input’ necessary to develop and
sustain a partnership [118]. In the financial field it
entails having sufficient funds, and staff, materials
and time. The members of the partnership have an ade-
quate, consistent financial base to support their actions.
While in human ‘input’ there is a skilled convener or
skilled leadership. The individual who convenes the
members of the partnership has organizing and inter-
personal skills and carries out the role with fairness.
Because of these characteristics (and others), the con-
vener is granted respect or ‘legitimacy’ from the part-
ners [3,4,9]. In the matter of skills to lead a
community partnership process, Melo e Alves [120]
identify the partnership process as a clinical decision-
making process integrated in Community Health
Nurses Diagnose and intervention with communities
[120], witch demands more studies about intentional
integration of partnerships in public and community
health leaders.

Further to our discussion, sustainability has been
identified as an important process factor of a partner-
ship. It also covers a broad range of skills or tasks
which impact this process and is often dependent on
policies and practices in place [72]. Having a favorable
political climate is essential to the sustainability and
performance of the partnership, as already mentioned
above in Environment. Thus, when there is an environ-
ment with connections at all levels, a history of working
together, a political climate of support, and policies,
laws, and regulations that encourage cooperativeness
there is a likelihood of increasing successful collabor-
ation [72].

For the maintenance and sustainability of a partner-
ship, it is important to know, through joint reflection,
the current level of collaboration between members
and whether collaborative efforts maximize the effec-
tiveness of the partner organization [4]. Various
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authors state that the sustainability of a community
partnership is anchored in continued training and
technical assistance to build upon the partnership’s
capacity and influence [4,69,143,148,150].

Community collaboration requires a long-term
commitment by the engaging organization and its part-
ners, giving them, therefore, a greater capacity for mak-
ing a difference in the health of the population.
However, the development of successful joint commu-
nity action takes time. The probability of sustained
engagement, and meaningful and effective program-
ming increases when community participants are
active partners in the process and are ready for collab-
oration and leadership [116]. Shediac-Rizkallah and
Bone [149] bring us the idea of Community Ownership
that associates citizens’ sense of community desti-
nations with sustainability-oriented planning processes
[4,149].

Two coalition case studies follow the discussion of
dimensions related to coalition success and illustrate
the highly complex practice of building successful com-
munity coalitions. These dimensions are related to
coalition readiness, intentionality, structure, and organ-
izational capacity, taking action, membership, leader-
ship, money and resources, relationships, and
technical assistance. That once exploited, best practices
are delineated [152]. Also, in a large postal survey of atti-
tudes to intersectoral working, Jones and Barry [151]
found that the most important predictors of sustainable
partnerships were the trust and leadership [151].

In addition, to a sustained and collaborative mem-
bership, resources and strategic program planning
must also exist. Planning must be both short-term
and long-term. The collaboration must be able to
identify emerging trends and issues and develop strat-
egies for needed expansion [72]. As noted in principle 7
of Community Engagement, sustainability results from
identifying and mobilizing community assets and from
developing capacities and resources [116]. Financial
resources are necessary for the maintenance and sus-
tainability of the partnership´s activities and its func-
tioning [4].

Implications for healthcare management

In order to positively change the way organizations
have come to work/function in the process of collabor-
ation, the factors identified in this review must be taken
into consideration. As such, in the development pro-
cess of a community partnership, it is recommended
that the partners involved discuss and seek to tackle
each of these factors, which will allow for a greater
possible consensus.

The partners should have knowledge of the factors
relating to the community/society, pre-existing
resources, and cultural/religious, geographical, and
political characteristics. They should also keep in

mind that the personal attitudes and personal and/or
professional characteristics of the members, which
can influence the development of the partnership in a
negative or positive way. The structure and organiz-
ation of the partnership, as well as all of the phases
of the process, which implies the planning, implemen-
tation and the evaluation of said partnership, must be
considered. The use of communication methodologies
will promote the involvement of all of the partners/
community in the decision-making process and thus
the importance of communication procedures amongst
the partners and the community, as well as having
strong leadership. The responsibilities/roles of the
members must be well defined. Also vital is the exist-
ence of clear and shared objectives, values, a sense of
a common mission and financial resources and time.
The partners must consider all of these factors and
must understand how the partnership will be sustain-
able in the long term. The evaluation terms of the
impact of the partnership should be established at the
beginning of the development of the process.
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